The prevalence of rheumatic diseases in developing countries is largely unknown. Studies which allow comparison of data within the contrasting communities of the Third World and the developed world have the potential to provide insights into disease aetiologies. The current study compared the frequency of rheumatic symptoms (point prevalence) amongst 1997 adults distributed evenly between poor rural and poor urban communities and relatively affluent urban people. Comparisons were also made with similarly but previously derived prevalence rates of rheumatic symptoms and rheumatoid arthritis (RA) in south Pakistan and Pakistanis in England. A significantly higher prevalence of joint pain was seen in the north compared with the south. RA was more common in the north and similar to the frequency amongst Pakistanis resident in England. Ethnic and genetic susceptibility might have accounted for this. There was significantly more soft-tissue rheumatism and back pain in the northern rural population compared with those in the city. Fibromyalgia was almost completely absent from the urban affluent, but osteoarthritis of the knee was significantly more common in this community, perhaps due to relative obesity. RA was least in the urban poor, a phenomenon that might be attributable to earlier death of females or other undetermined factors.
R disorders are the most common cause of the third is the implementation of measures designed to reduce the burden of disability using the information physical disability [1] . Prevalence data for the major rheumatic diseases have been compiled in the West for available. The present study followed COPCORD principles and incorporates the first two phases. The objectseveral decades [2] [3] [4] [5] , but figures from the Third World are only just emerging. A coordinated effort by the ives included not only a determination of the prevalence of the major rheumatic diseases, but also World Health Organization and the International League Against Rheumatism (ILAR) has resulted in their variation according to socioeconomic circumstances [17] . community surveys being carried out in the Philippines [6, 7] , China [8-10], Malaysia [11] , Thailand [12] and SUBJECTS AND METHODS Indonesia [13] . Information from South Asia is sparse and, apart from an urban survey in southern Pakistan Three localities were selected as being representative [14, 15] and a study of rheumatoid arthritis (RA) in of the social spectrum of northern Pakistan. These northern India [16 ] , no reliable estimates are available.
were situated in and around the twin cities of We have attempted to augment the information from Rawalpindi-Islamabad. The village of Sagri was Pakistan, by estimating the prevalence of the major selected as the rural setting, Mohallah Hukum Dad in rheumatic disorders in the adult population of a represRawalpindi was chosen as the inner-city poor area and entative area in the northern part of the country. a sector of Islamabad was identified as the domicile of Pakistan is poor and has a low literacy rate. Its rural affluent citizens. A population sample size of 700 adult population lives in conditions considered primitive by Punjabis aged 15 yr or more was chosen as a target Western standards. The cities are expanding rapidly population for each and the method of cluster sampling with an influx of rural people who cope without civic was used to carry out house-to-house surveys. amenities. There is a proportionately small professional Three teams of two field workers were organized to and managerial class which lives in well-designed survey the chosen areas. Each team contained one modern residential accommodation and leads a modperson who belonged to the relevant locality. The estly affluent lifestyle.
village team comprised two paramedics from the hosThe Community Oriented Programme for Control pital, the inner-city team were two receptionists from of Rheumatic Diseases (COPCORD), started jointly the rheumatology unit and the Islamabad sector was by the WHO and ILAR, has already been implemented covered by two house officers. The survey instrument in Asian countries and comprises three phases. The was the COPCORD Core Questionnaire which has first is the estimation of the total burden of rheumatic already been used and validated in earlier surveys in diseases in the community using a questionnaire adminthe Asia-Pacific region [6, 7] . The field workers were istered by public health workers, the second is the given training on how to conduct the survey. All evaluation of patients by qualified rheumatologists and subjects who were suspected of suffering from a rheumatic disease were visited at their homes by one of the authors (AF ) and evaluated for the presence of any ing to established criteria [17] [18] [19] [20] [21] [22] [23] [24] [25] . These were RA, osteoarthritis of the knee (OA), fibromyalgia, softto the affluent class, but the difference was not significant. tissue rheumatism (STR), gout, spondyloarthropathy, systemic lupus erythematosus (SLE), low backache There were 295 positive respondents. Of these, 274 were evaluated by the rheumatologist. The total numand sciatica. The poor were defined as those unable to afford high school education and who had a monthly bers of cases in each diagnostic category, the male:female ratio and the prevalence are shown in Table I . household income below $100.00 per month. The affluent were those who lived in a house with modern Females were affected more frequently for all disorders, but especially fibromyalgia. amenities and whose monthly household income exceeded $700.00 per month.
Whereas the overall burden of rheumatic diseases did not differ significantly between the rural and urban Joint radiology and relevant blood tests, such as RA latex, were performed at the Pakistan Institute for poor areas (16.5% vs 13.6%; P = 0.116), there was an appreciable difference between the rural and the Medical Sciences. The hospital laboratories use common methods with rigorous quality and assurance affluent urban community (16.5% vs 10.7%; P = 0.012) ( Table II ) . The SMR of four of the most common or controls against WHO standards.
Data were entered into a computer and analysed disabling disorders for each of the three communities are shown in Table III . RA was significantly less freusing the Epi Info Version 5 of the software package produced by the Centers for Disease Control, Atlanta, quent in the urban poor. There was a higher prevalence of knee OA in the urban affluent group. Soft-tissue USA. Comparisons were made between point prevalence rates in the three communities after standardizarheumatism and low backache were significantly more common in the rural community population. The tion for age and sex. The frequency of RA was also compared with data obtained from earlier studies in numbers of cases of gout, SLE, spondyloarthropathy and sciatica were too small for any formal comparKarachi, south Pakistan, and amongst Pakistanis resident in England. These were conducted by using similar isons. The SMR (95% CI ) for RA based on expectabut not identical methodology. The criteria used for the diagnosis of RA were dissimilar, but the patients areas. Slightly less than a third of the subjects belonged increased frequency of knee pain seen amongst the urban affluent of south Pakistan, a phenomenon attributed to their greater body weight compared with the tions derived from earlier studies in south Pakistan urban poor. In the previous study, squatting and knee and amongst Pakistanis in England were 3.0 (2.86, flexion at prayer had no measurable impact [15]. 3.14) and 1.5 (0.6, 2.4), respectively ( Table IV ) .
Fibromyalgia was the next most frequent complaint. The female predominance is a worldwide feature, but DISCUSSION the relative paucity of cases amongst the urban affluent Epidemiological studies in a Third World setting is difficult to understand, except on the basis of have a dual purpose. One is to determine and then increased psychological stress amongst the rural and promote the extent of the problem in order to stimulate urban poor or a methodological failure to identify provision of appropriate services. The other is to cases amongst the affluent. The prevalence in both compare results with similarly acquired information poor communities slightly exceeded that of a Swedish from the developed world in the search for extrinsic population [31] . causative factors.
Low back pain and STR were both significantly The WHO-ILAR COPCORD studies on which the more common in the rural poor. This may reflect the current survey is based have made strides in these arduous physical existence of both men and women in directions [27] . Prospective population-based studies the countryside. hold great potential [28], but there are serious methodoThe frequency of RA was least in the urban poor logical difficulties in comparing different populations and the differences were statistically significant. A [29] .
relatively low prevalence of RA has been observed in The credibility of our data comparing northern a south Pakistan urban population and, although the Pakistani rural, urban poor and affluent groups is prevalence was less amongst the poor, the difference enhanced by the ethnic homogeneity of the Punjabi was not as striking as in the current study [14] . Reasons population, consistent disease definition criteria, a for this may include under-reporting or early deaths common protocol and a single observer. Only the relatively small numbers detract from the validity of of women with RA in an economically deprived 
